Study Design: Retrospective review of prospective data of consecutive patients undergoing the X-Stop procedure at an institution.
Outcome Measures: Visual Analog Scale; Oswestry Disability Index; sitting, standing, and walking tolerances; and satisfaction survey.
Methods: Review of all patients from 2006 to 2010 undergoing X-Stop procedure at an institution. Imaging studies were used to identify the presence and measure the size of the facet cysts in 285 patients with a minimum of 6-month follow-up. Compara tive clinical outcomes determined if X-Stop is a successful treatment option for patients with NIC in conjunction with synovial facet cysts (< 3 mm,^3 mm).
Results: Fifty-eight of 285 patients (20.4%) were determined to have a synovial cyst as a contributing component of spinal stenosis. Twelve of 58 patients were noted to have a cyst S 3 mm. The mean follow-up time for patients with and without a facet cyst was 21 months (6-55 ± 12mo) and 22 months (6-61 ± 12 mo), respectively. The age of the patient at the time of the operation with and without facet cysts was 73 (± 10y).
Patients without synovial cysts, with synovial cysts, and cystŝ 3 mm had an average change in Oswestry Disability Index of 15.6, 15.8, and 16.2, respectively. Visual Analog Scale scores were 2.3, 1.8, and 2.3, respectively. In addition, on satisfaction surveys 72.4%, 82.0%, and 77.8% were either very or somewhat satisfied, respectively. Overall complications included 4 spinous process fracture, 4 hematomas, I wound infection, and 1 implant migration.
Vosschulte and Borger' first described the neurogenic compression by synovial cysts of the spine in 1950, a report later confirmed by Kao et al in 1968 .'"^The intrusion of the spinal canal by a synovial cyst, leads to direct compression of the traversing nerve root more commonly and the exiting nerve root of the effected segment. Facet cysts are a common finding in patients with neurogenic intermittent claudication (NIC).
Facet cysts are associated with facet joint degener ation and/or degenerative spondylolisthesis. Risk factors for lumbar facet osteoarthritis include advanced age, a relatively more sagittal orientation of the joint, and a background of intervertebral disk degeneration. As the disk space collapses, neural arch loading is greater, which leads to more rapid facet degeneration and often cyst formation in the spinal canal. The cascade of degenerative changes leads to altered biomechanics including degener ative spondylolisthesis. Niggemann et al^determined that facet effusion > 1.5mm are highly predictive of degener ative spondylolisthesis.
Reported treatments for facet cysts, which less frequently respond to conservative care, include facet injection with steroids and surgical resection.^Surgical resection is often in conjunction with decompression as both imaging and intraoperative findings dictate. nnn.nT!'? outcome measures as listed above were com pared between the 3groups (no cysts, <3 mm cysts and 3mm cysts) (Table I) and satisfaction surveys. In addition, patients were asked to report on their sitting, standing, and walking duration tolerarice at these intervals. If the tolerance level was unlimited, then a value of 3 hours was assigned for cal culation purposes.
Mllection further delineated patients who had facet cysts ( 
